Background: Establishing patient safety priorities in psychiatry has received less in-
| INTRODUC TI ON

| Patient safety in health care
Improving patient safety has been a priority in health care for nearly two decades 1 and the subject of a significant body of research and innovation. Patient safety in health care is a broad area, although typical interventions would be aimed at reducing medication errors, preventing hospital-acquired infections, reducing falls or pressure sores and improving incident reporting. 2 There has been a significant amount of research carried out to this end supporting numerous improvements to practice. 3 In the pursuit of safety, the focus is on identifying negative outcomes and reducing the likelihood of their future occurrence; the publication of the Draft Health Service Safety Investigations Bill seeks to create a legal structure for this in England. To this end, researchers have sought to establish, based on the evidence, the factors that contribute to patient safety incidents.
The Yorkshire Contributory Factors Framework (YCFF) 4 was developed by reviewing 83 empirical studies of the factors causing different types of patient safety incidents, although only two included patient perspectives. It provides a unique and validated framework to describe factors that contribute to safety incidents in general hospital settings (although it has subsequently been adapted for use in primary care 5 ) ranging from proximal, for example individual staff factors; to distal, for example organisational policy. One aim of the framework is to encourage risk managers and incident investigators to move beyond the proximal causes (e.g. violation of a rule or inexperience of the nurse) to a consideration of the local working conditions and the organisational culture in which patient safety incidents are more likely to occur.
Contrary to developments in general hospital care, there has been little parallel research into the identification of safety issues in mental health care services. Research into patient safety in mental health care has been dominated by the process of individual risk assessment with a focus on the prevention of suicide and homicide, 6 an approach that can be incompatible with recovery-orientated mental health care. 7 Recent evidence has shown this individual risk assessment frequently does not involve the service user and their families and thus does not take into account their priorities. 8 There have been three reviews of broader safety issues in mental health care;
all identified similar issues including violence and aggression, suicide and self-harm, seclusion and restraint, substance misuse and staff retention. [9] [10] [11] All recommended further research to better identify and understand the issues so that effective interventions can be developed. A recent Delphi study primarily of professionals reported priorities for further research about safety in mental health care, and these included how service users might contribute to their own safety particularly if they self-harm, individual safety planning and the reduction in restrictive practices. 12 In the past decade, UK mental health services have continued to change at a rapid pace; detentions under the Mental Health Act have increased, 13 inpatient beds reduced, 14 staff numbers have fallen, 15 yet perceptions of safety issues from the perspectives of service users and carers are largely unexplored. There has been little attention paid to this area in the United Kingdom, despite high-profile failures in service provision, 16 for example a mental health trust was the first to be prosecuted by the Care Quality 20 This study aimed to identify current safety issues in UK mental health care as described by service users, carers and professionals.
| ME THODS
This was a cross-sectional semi-structured survey accessed by a web address distributed across the United Kingdom via social media (twitter). Twitter was selected as the primary method for distribution due to its ability for social reach into specific communities of interest, in this case mental health professionals, service users and carers.
Using social media has been shown to be a cost-effective and rapid way in which to recruit people into research, particular those from potentially stigmatised groups, and the peer network structures of platforms such as twitter mean that users can recruit other users. 21 An invitation to take part in the survey was tweeted by the authors and retweeted in turn by their networks. No attempts were made to track the tweets, although anonymised traffic to the survey was monitored. Participants were eligible for inclusion if they were aged over 18, had recent experience (within the past two years) of using, caring for someone using, or working in mental health services.
| Data collection
The electronic survey was created by the authors using the Bristol Information was provided about both the survey and sources of support at the beginning and consent was implied by completion and submission of the survey.
| Data analysis
All the individual safety issues identified by participants were read and then coded by two researchers (KB and JB). Initial codes were generated, for example: "poor crisis support" or "alcohol on 
| FINDING S
The survey received 188 responses from across the United Kingdom although three were excluded from the analysis as they were less than 50% complete. The analysed sample of 185 consisted of 90 professionals (48.6%), 77 service users (41.6%) and 18 carers (9.7%).
For the purpose of analysis service, users' and carers' views were combined and presented separately from professionals. The demographic characteristics of the respondents are shown in Table 1 .
There were more women than men in both groups and the ma- in their own words; many provided diagnoses but others used nondiagnostic terms such as "severe and enduring" (21%). Nearly half said they experienced depression and anxiety (n = 38; 44%); 17% PTSD, 16% personality disorder, 10% schizophrenia and psychosis and 9% bipolar disorder.
| Safety issues identified in mental health care
There were 796 individual responses identifying safety issues which after coding resulted in 70 first-level categories. The majority of these codes fitted well within the YCCF but 20% did not. Following scrutiny of these codes by the author team, a decision was made to add two new categories. These were termed "Social environment" which took into account concerns about the social aspects of the service environment, for example other patients' behaviour on mental health wards; and "Service process" which took into account both gaining access to and discharge from services, for example, not being able to access crisis care or being discharged from hospital before feeling suitably recovered. These were factors that the original YCCF did not address as it was derived exclusively from general hospital studies 4 and this survey asked about experiences across all mental health services in both hospital and community because there can be regular transitions between both. The 70 categories were subsequently mapped onto the amended YCCF-Mental Health (MH) (frequencies of category responses shown in Figure 1 ). Table 2 shows the full list of safety issues under all the YCCF-MH headings and Table 3 the most frequently cited safety issues.
"Individual (staff) factors" was the most frequently cited YCCF-MH category of both service user and carers and professionals. The second YCCF-MH categories differed between groups with service users describing "Service process" followed by "External policy context." Professionals cited "Management of staff and staffing levels" as the second with "Service process" coming third.
Within the "Individual (staff) factors" category, both groups most frequently referred to staff competence followed by poor attitudes.
Staff competence was often illustrated by respondents describing specific issues such as staff not being able to respond to service user distress:
Lack of skills, confidence, and knowledge of staff to deal with challenging behaviour and risk. Professional #159
Significantly more service users than professionals thought staff not listening was a safety issue (P < .05, see 
Professional #49
The new YCCF-MH category of "Service process" had agreement between the two groups about waiting times and high thresholds for accessing support as being the main threats to service user safety within this category. Some service users reported being told their needs were not severe enough to receive a service and others of having to wait longer for more intensive support: 
Service user #77
Significantly more service users were concerned about difficulties in accessing specific crisis support when in the community The category "External policy context" was dominated by concern about the safety implications of overall resourcing of mental health services. Both groups most frequently described this in terms of government cuts affecting mental health funding at local levels:
Inadequate services (as a result of poor funding and pressures caused by other service cuts) Professional #101
Overall, the defining feature of the majority of the safety issues raised by participants was their reference to staff characteristics:
…the risks are more caused by people/human error (quality of staffing and management) than broken equipment.
Service user #124
| D ISCUSS I ON
This paper reports mental health service users', carers' and professionals' views of current safety issues in UK mental health services, across both inpatient and community settings. The safety focus in mental health has been confined to risk, homicide, suicide and deaths. Broader research which considers systemic safety issues does not appear to have been as prolific as in other areas of health care in the last ten years. [9] [10] [11] During this decade, there have been continuing constraints on services as a result of austerity measures [13] [14] [15] and the issue of safety has dramatically increased in prominence after inquiries into care failures in the NHS in both general medicine and mental health care.
17,18
The data we present update the issues and demonstrate there is a far broader range of safety issues identified in mental health care services than the threat to self and others that underlies the dominant risk-management approach within mental health services. These issues range from the distal such as under-resourcing of NHS services,
to the proximal such as interaction with the individual practitioner.
Previous research reporting safety issues in mental health services has referred to only a small number of concerns, whereas we identified 70 different issues. The majority of those previously reported in a safety context locate the risk within the service user, for example, self-harm, suicide and violence. 11 These did feature but were not mentioned with any great frequency by this sample whose responses were dominated by staff factors such as incompetence, negative attitudes and poor listening skills. Locating the risk within the service user leads to a focus on physical safety, often managed through use of seclusion or restraint in inpatient settings, or detention under the Total number of cases referring to factor at least once.
TA B L E 2 (Continued)
Mental Health Act for those in the community. However, locating the threat within individual staff runs the risk of individualising a systemic
problem. An under-resourced system greatly increases the risk of burnout in individual staff, features of which include emotional exhaustion, detachment and poor mental health leading to poor care. 23 Locating risk within a broader system context allows a broader consideration of safety issues, not limited to physical safety and carries with it the potential to promote positive outcomes.
These data identify that patients feel their safety is at greater risk from service failures such as poor interaction with staff and the impact of short staffing than they are from self-harm or suicide.
This might reflect service users' perceived lack of influence over the care they receive, of the power imbalance between service providers and those who want or need to use them. 24 Staff also spoke of poor attitudes and behaviours amongst their number, although this was often in the context of severe staff shortages making it almost impossible to give individual service users the time and attention they need. Significantly, fewer professionals working in inpatient services reported staff attitudes as a safety issue when compared with service user and carer perspectives. This finding is resonant of research comparing service user and staff ratings of the quality of therapeutic relationships where staff rated the quality higher than service users. 25 This might suggest that professionals have a tendency to be overly optimistic about the nature of their interactions, an issue that might benefit from more reflexive practice or further investigation. Previous research about the triggers of incidents of aggression shows that interactions with staff are a primary cause. 26 The disparity between service users' and professionals' perceptions of attitude as a safety issue may reflect why these encounters frequently trigger incidents. That both service users and professionals with experience of inpatient environments were more likely to report staffing levels as a safety issue implies that this is a particular concern in this setting, which is where the most severely ill service users are likely to be.
The inadequacy of community services as a safety issue was highlighted with service users reporting particular difficulties accessing crisis services and professionals perceiving all community provision as lacking, for example access to CMHTs, specialist teams and day services. There was a clearly perceived threat from the broader climate of reduced public spending that has led to cuts in overall mental health service provision, benefit entitlement and valued community services. TA B L E 3 Frequently identified safety issues services and take account of the importance of social as well as physical environment in mental health care provide a framework within which further research and interventions can be developed.
One way in which it is feasible to involve patients in safety improvements is by encouraging them to provide feedback on the safety of the care they are receiving. One such tool that uses the YCFF as an underpinning framework is the Patient Measure of Safety now validated for use amongst all general hospital patients. 27, 28 Similar work in mental health care using the YCCF-MH may provide an opportunity for improving the safety of these services.
| Recommendations for practice
This survey identified a wide range of concerns held by service users and professionals but they mostly fell into three categories:
individual staff characteristics, service process and staffing levels, and there is a fundamental tension between them. Understaffed services will inevitably struggle to respond to service users' needs due to constraints on professionals' time and personal resources.
This is not to say that all professionals have skills to deliver care in a compassionate and considerate manner, but that many that do are likely to be hampered by the circumstances in which they are working. That these individual staff characteristics were identified as safety issues is not something that has featured in the literature previously. Not being listened to, believed or feeling able to trust staff can make service users feel unsafe. This suggests these are important aspects of positive relationships and highlights the importance of professionals being able to develop them with service users and carers, but crucially that services are adequately resourced to make this possible. To make improvements to practice, it is recommended that direct collaboration takes place with service users to address the safety needs they have identified.
| Limitations
There are limitations to using an opt-in survey although it was widely publicised using twitter and resulted in a large number of respondents reporting experiences and perspectives. As with all surveys, there was little potential for verifying responses, particularly in a novel area such as this where there are no other data sets that might have been used for comparison. Using twitter as a recruitment mechanism runs the risk of reaching people with the same interests and views, an "echo chamber" effect which has been found to occur with political affiliations. 29 However, social media users with interests in mental health care are by no means a homogenous group, the advantage of social media being that it provides an equal platform for people to participate in discussion from many different perspectives, including those often deemed "hard to reach" in traditional research sampling. Use of the internet allowed people to participate anonymously, which is of particular relevance to participants who may feel unable to publically state their concerns. The sample was also, of course, limited to those with internet access and the demographics showed that men, black, Asian and minority ethnic (BAME) groups were under-represented. Additionally, the relatively low number of carer participants prevented separate analysis of this group who might have different needs to service users, as has been reported in research about suicide. 30 We used the term "carer" as we consider this a broad term that can include whoever identifies with this role. However, we appreciate that some family members or friends might not identify as carers despite still having significant involvement and therefore might not have responded to this survey.
Further research should be targeted at these specific groups, particularly BAME service users as research has shown they are more likely to experience coercive measures and it may be that their experiences paint a starker picture still.
| Future research
Future coproduced research should aim to explore these numerous safety issues in greater depth. Qualitative data would illuminate many of the issues and in turn inform the development of interventions to address systemic safety issues such as optimum staffing levels as well as individual staff factors such as burnout.
| CON CLUS ION
This study updates knowledge on patient safety issues in mental health care for the first time in over a decade. It shows that service users, carers and professionals have considerable concerns about the manner in which staff interact with service users, access to support and inadequate staffing levels. Future research should focus on coproducing interventions with service users and carers to improve safety in mental health carer services by focusing on these areas of concern.
